In order to broaden theoretical models of adaptation following trauma and inform current diagnostic practices, the goal of the current study was to examine associations between negative emotions and dysfunctional trauma-related cognitions. In a sample of 109 women who were seeking mental health assistance after intimate partner violence (IPV), anxiety, depression, shame, and guilt were explored in association with negative thoughts about the self, negative thoughts about the world, and self-blame. Higher levels of shame and depression were significantly associated with higher levels of negative thoughts about the self. An increased level of guilt was the only significant finding in the analysis involving negative thoughts about the world. Lower levels of depression and higher levels of shame and guilt were significantly associated with increased levels of self-blame. Anxiety did not emerge as a significant predictor in any of these analyses. Implications for current models of posttraumatic stress disorder (PTSD), revisions to diagnostic practices, and treatment of individuals who have experienced interpersonal trauma are discussed.
Current accounts of posttrauma recovery emphasize the role of negative, dysfunctional cognitions in the etiology and maintenance of posttraumatic stress disorder (PTSD). For example, Ehlers and Clark (2000) have emphasized the importance of negative appraisals of the traumatic event, and of one's reactions during the event, as salient in creating and maintaining perceptions of threat and anxiety in PTSD populations. Moreover, Foa and colleagues (Foa & Riggs, 1993; Foa & Rothbaum, 1998) have theorized that in the aftermath of sexual assault, pervasive thoughts about the dangerousness of the world, one's own incompetence, and self-blame mediate the development of PTSD. Similar accounts have been presented by Resick and Schnicke (1993) , as well as by McCann and Pearlman (1990) , indicating convergence across theorists concerning the importance of dysfunctional thoughts in PTSD, specifically thoughts about one's perceived weaknesses, blame of the self, and the dangerousness of the world (J. G. Beck, Jacobs-Lentz, McNiff, Olsen, & Clapp, 2012) . According to these theorists, these types of negative appraisals foster a persistent sense of threat, which perpetuates symptoms such as reexperiencing the trauma, avoidance of trauma-related reminders, and hypervigilance, as well as heightened anxiety.
To date, considerable evidence has accumulated to support the association of dysfunctional posttraumatic cognitions and anxiety. For example, the Posttraumatic Cognitions Inventory (PTCI; Foa, Ehlers, Clark, Tolin, & Orsillo, 1999) was developed to assess negative thoughts about the self, negative thoughts about the world, and self-blame, three types of cognitions that have been theorized to be related to trauma exposure and fundamental in the etiology of PTSD (Foa & Kozak, 1986) . These three types of negative cognitions were not only associated with PTSD but also related to state anxiety, with correlations ranging from r ϭ .44 to r ϭ .70. Subsequent psychometric examinations of the PTCI (in its original form, as well as modified and translated versions) similarly noted significant correlations between each subscale of the PTCI and additional anxiety measures (e.g., J. G. Beck et al., 2004; Müller et al., 2010; Su & Chen, 2008) . These studies highlight considerable support for the association of anxiety and dysfunctional posttrauma cognitions about the self, the world, and selfblame.
Aside from anxiety, dysfunctional posttraumatic cognitions are likely associated with a range of other negative emotions that are relevant to the conceptualization of PTSD. Working revisions of the diagnostic criteria for PTSD have emphasized that the disorder often is associated with negative emotions that extend beyond fear and anxiety. Provisional diagnostic criteria for the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric Association, in press), offered by the American Psychiatric Association, include a new symptom, specifically "persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame)" (American Psychiatric Association, 2012) . Inclusion of a broader range of negative emotional states recognizes the complexity of posttrauma symptoms, particularly stemming from interpersonal traumas such as childhood abuse and intimate partner violence (IPV; e.g., Charuvastra & Cloitre, 2008; Keane, Marshall, & Taft, 2006) . In keeping with the proposed revisions to diagnostic criteria for PTSD, the current report sought to examine how a broad range of negative emotions (anxiety, depression, shame, and guilt) were associated with dysfunctional posttrauma cognitions in women who had experienced intimate partner abuse and violence. As the field continues to expand its understanding of posttrauma reactions, exploration of emotional and cognitive processes become more important, particularly for refining treatments targeting complex forms of trauma exposure.
In considering reactions to more prolonged, interpersonal forms of trauma, a common emotional reaction posttrauma is depressed mood (Golding, 1999) . Like PTSD, theories of depression have highlighted negative thoughts about the self and the world (e.g., A. T. Beck, 1967) . In particular, negative thoughts concerning one's own inadequacies and perceived deficits have been welldocumented within the depression literature. Moreover, negative thoughts about the world, such as the perception that the world is making notable demands on oneself or posing insurmountable obstacles, are common in depression (e.g., A. T. Beck, 1967) . As well, depressed mood is somewhat common among individuals with PTSD symptoms (Breslau, 2012) . Research has demonstrated correlations ranging from r ϭ .57 to r ϭ .75 between depression and each subscale of the PTCI, indicating that other forms of negative affect (in addition to anxiety) are associated with traumarelated thoughts (Foa et al., 1999) . Interestingly, two studies have reported higher correlations between depression and the three PTCI subscale scores, relative to correlations observed between PTSD measures and the three subscales (J. G. Beck et al., 2004; Müller et al., 2010) . These data suggest that forms of negative affect, in addition to anxiety, are relevant in conceptualizing dysfunctional posttrauma cognitions.
When considering negative emotions associated with posttrauma cognitions, shame and guilt have long been recognized as salient for individuals who have experienced trauma, particularly interpersonal trauma. Lewis (1971) has provided a clear definition of these two forms of affect, noting that shame is the negative evaluation of one's entire self. As such, individuals who feel shame might describe themselves as "a bad person." In contrast, guilt involves negative evaluation of an action (either taken or not taken) and thus has a more circumscribed focus. As an example, individuals who feel guilt often state that they "should have known better" than to make a specific decision. Shame and guilt have been discussed extensively in the literature on interpersonal trauma (e.g., Kubany, 1994; Lee, Scragg, & Turner, 2001) , with particular focus on samples such as women who have experienced IPV, combat veterans, and individuals who experienced sexual and physical abuse in childhood. These experiences are often referred to as "complex" traumas, reflecting the fact that they involve interpersonal relationships and typically include numerous traumatic interactions occurring over a prolonged interval. Related work has shown that these types of events are more likely to contribute to a broad range of emotional difficulties, relative to single-incident, noninterpersonal traumas, such as a lifethreatening car accident or a natural disaster (e.g., Ford, 2005; Herman, 1992; van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005) . Interestingly, some of the proposed changes to the diagnostic criteria for PTSD are designed to better address negative emotions reported by individuals who have experienced complex, interpersonal traumas. These changes perhaps will allow a deeper conceptualization of posttrauma responses that extend beyond anxiety-based models.
Although there is a growing literature concerning shame and guilt in the context of PTSD, at present, there are no studies examining the relationship between the broad range of negative emotions often experienced after trauma and negative posttrauma cognitions that are thought to be fundamentally altered after trauma exposure. Across studies, shame consistently has been shown to be associated with PTSD symptoms. For example, Street and Arias (2001) noted an association between shame and PTSD of r ϭ .47 among a sample of women who had experienced IPV. Likewise, J. G. Beck et al. (2011) noted an association between these variables of r ϭ .25 in a similar sample, albeit using different methodology. In contrast, guilt appears to have a less reliable association with PTSD. For example, Kubany et al. (1995) noted correlations ranging from r ϭ .51 to r ϭ .80 between guilt and PTSD among Vietnam-era combat veterans and women who had experienced IPV. In contrast, Street and Arias (2001) noted a nonsignificant association (r ϭ .21) between guilt and PTSD, as did J. G. Beck et al. (2011; r ϭ .11) . Against this backdrop, it is important to consider the association between dysfunctional posttrauma cognitions about self-incompetence, dangerousness of the world, and self-blame as these relate to a broad range of negative emotions, including shame and guilt.
The current study was designed to examine the association of anxiety, depression, shame, and guilt with dysfunctional traumarelated cognitions, specifically negative thoughts about the self, negative thoughts about the world, and self-blame. In this report, we were interested in the relative associations of this collection of negative emotions with each domain of negative trauma cognitions. Increased knowledge concerning how negative affective states are related to dysfunctional cognitions can expand our available conceptualizations of posttrauma mental health problems, particularly in the wake of prolonged interpersonal trauma. Available theoretical models have emphasized that repeated interpersonal trauma creates a wide range of psychological disruption, focusing on the negative assessment of oneself and his or her relationship to others. Because previous literature has already documented the relationship between PTSD symptoms and dysfunctional posttraumatic cognitions, PTSD symptoms were controlled statistically in the first step of the analyses. We hypothesized that anxious and depressed moods would show significant positive associations with each form of negative cognition, based on previous studies. It seems intuitive to hypothesize that shame also would be significantly associated with self-blame (in the positive direction), although this hypothesis was speculative, given the lack of previous studies in this domain. Given mixed results concerning guilt, no hypotheses were formulated.
Method Participants
The sample included 109 women who sought assessment from a university-based research clinic for mental health problems following IPV. Announcements for the clinic were distributed at advocacy centers, churches, and college campuses, as well as using public service announcements. Women qualified for assessment if the IPV included actual or threatened death or serious injury and their emotional response involved intense fear, helplessness, or the perception that they would die (Criterion A; American Psychiatric Association, 2000). These features were evaluated using the IPV Interview (see Measures section). The sample ranged in age from 18 to 66 years (mean age ϭ 36.7, SD ϭ 11.7). Twenty-one women (19.3%) were still romantically involved and residing with their abuser at the time of the assessment, although in each case, the participant denied immediate safety concerns.
1 Of the 88 women who were no longer romantically involved with their abuser, the approximate average interval between separation from the abusive partner and the assessment was 3.9 years (SD ϭ 5.8). Time since the end of the relationship with the abuser could not be calculated for two women due to vague reporting. Other sample characteristics including types of IPV experienced, race, educational background, and annual income are shown in Table 1 . This sample reported considerable exposure to stressful life events other than IPV (such as serious motor vehicle accidents and childhood abuse, assessed with the Life Events Checklist [see Measures section]), with an average of 3.5 (SD ϭ 2.2) additional events experienced.
In addition to the 109 participants included in this report, data were excluded from 12 additional participants presenting with low cognitive functioning as evaluated by the assessing clinician (n ϭ 5), psychotic symptoms (n ϭ 6), or unreliable responding (n ϭ 1). An additional 14 women were assessed but not included in this sample, as these women's abuse experiences did not satisfy Criterion A of the PTSD diagnosis (American Psychiatric Association, 2000).
Measures
IPV measure. The IPV Interview was devised by the first author and administered by a trained interviewer. The IPV interview was constructed to provide an omnibus assessment of the types of traumatic abuse that a woman experienced, using questions modeled from a similar trauma interview designed to provide descriptive information about the target trauma (Blanchard & Hickling, 2004) . This measure assesses the nature of the IPV and the woman's emotional response to the interpersonal violence and abuse that she experienced, in order to determine whether the IPV qualified as a Criterion A traumatic event (American Psychiatric Association, 2000) . Feelings of fear, helplessness, and perceptions that she would die were rated on a 0 to 100 Likert scale, where 0 ϭ not at all and 100 ϭ extreme. Similar to related work (e.g., J. G. Beck, et al., 2004) , a score of 50 or higher on one or more of these ratings was used to define whether the IPV was experienced as traumatic. Information about the presence or absence of physical, sexual, and emotional abuse also was obtained using the IPV interview and is presented in Table 1 .
IPV-related PTSD. Posttraumatic stress disorder following IPV was assessed using the Clinician-Administered PTSD Scale (CAPS; Blake et al., 1995) . The CAPS is a 28-item structured interview that targets 17 symptoms of PTSD according to DSM-IV (American Psychiatric Association, 2000) criteria. Using standardized questions, participants were asked to indicate how frequently a symptom occurred in the past month from not at all (0) to nearly every day (4), as well as the intensity of the symptoms from no distress (0) to extreme distress (4). The CAPS total severity score (CAPS-Total) was calculated by summing the frequency and intensity scores, with scores ranging from 0 to 136. The CAPS interview was anchored to participant's IPV experiences. Participants also were asked to complete the Life Events Checklist (LEC; Gray, Litz, Hsu, & Lombardo, 2004) to screen for other potentially traumatic events. If participants endorsed other extreme events besides IPV, the clinician probed for symptoms relevant to non-IPV traumas in order to link temporal sequencing of symptoms with specific events. Symptoms linked with other traumatic events were not included in the final CAPS-Total score for IPV-related PTSD.
The CAPS was administered by trained graduate and PhD-level clinicians, and all interviews were recorded. A sample of these recordings (31.2%; n ϭ 34) was selected at random and reviewed by an independent clinician for interdiagnostician agreement. The intraclass correlation coefficient for the CAPS-Total score indicated excellent interjudge agreement (r ϭ .97). Previous research has demonstrated good reliability for the CAPS-Total score, with alphas generally ranging from .87 to .94 (see Weathers, Keane, & Davidson, 2001 ). The CAPS is regarded as a gold-standard clinician assessment of PTSD.
Anxiety. Anxiety symptoms were measured using the Beck Anxiety Inventory (BAI; A. T. Beck, Epstein, Brown, & Steer, 1988 ), a 21-item self-report measure. Items represent a range of anxiety symptoms, such as "numbness and tingling," "fear of the worst happening," and "sweating not due to heat" occurring in the past week. Items are rated on a scale ranging from 0 to 3, with ascending severity such as not at all (0) to severely-I could barely stand it (3). The BAI has strong support for its construct validity (e.g., de Beurs, Wilson, Chambless, Goldstein, & Feske, 1997) and excellent internal consistency (␣ ϭ .92; Beck et al., 1988) . Anal- This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
NEGATIVE EMOTIONS AND DYSFUNCTIONAL COGNITIONS

Fn1
T1
tapraid5/tra-tra/tra-tra/tra00413/tra0320d13z xppws Sϭ1 4/3/13 9:27 Art: 2012-0102
APA NLM
ysis with the current sample indicated excellent interitem reliability, Cronbach's alpha ϭ .93. Depressive symptoms. Depressive symptoms were measured using the Beck Depression Inventory-II (BDI-II; A. T. Beck, Steer, & Brown, 1996) , a 21-item self-report measure. Items represent symptoms of depression such as sadness, crying, suicidal ideation, and loss of interest occurring in the past 2 weeks. Items are rated on a scale ranging from 0 to 3 with ascending severity, for example, I do not feel sad (0) to I am so sad and unhappy I can't stand it (3). The BDI-II has been shown to correlate highly with other measures of depression (Steer & Clark, 1997) , supporting its construct validity. As well, the scale has excellent internal consistency (␣ ϭ .92; Dozois, Dobson, & Ahnberg, 1998) . Analysis with the current sample indicated excellent interitem reliability, Cronbach's alpha ϭ .92.
Shame. Shame was measured using the Internalized Shame Scale (ISS; Cook, 1994 Cook, /2001 del Rosario & White, 2006 ). This 30-item self-report measure was developed based on phenomenological descriptors of shame and has two subscales: Shame and Self-Esteem. The 24-item Shame subscale was used for this study. Sample items include "At times I feel so exposed that I wish the earth would open up and swallow me" and "I scold myself and put myself down." Items were rated on a scale from never (0) to almost always (4). The Shame subscale has been shown to be unidimensional and has good support for its validity (see Cook, 1994 Cook, /2001 . As well, the scale has high internal consistency (␣ ϭ .95; del Rosario & White, 2006) . Analysis with the current sample indicated excellent interitem reliability for the shame subscale, Cronbach's alpha ϭ .97.
Guilt. Guilt was measured using the Trauma-Related Guilt Inventory (TRGI; Kubany et al., 1996) . This 32-item self-report measure contains three subscales, including Global Guilt (e.g., "I experience intense guilt that relates to what happened"), Guilt Cognitions (e.g., "I should have known better"), and a Distress scale (e.g., "I am still distressed about what happened"). The 4-item Global Guilt subscale was used for this study, as it indexes guilt-related emotions. Responses were made on a scale from not at all true (1) to extremely true (5). Participants were asked to consider their IPV experiences when completing the measure. The TRGI has strong support for its factor structure and the Global Guilt subscale shows convergent validity with other measures of guilt (Kubany et al., 1996) . As well, the Global Guilt subscale has good internal consistency (␣ ϭ .90; Kubany et al., 1996) . Analysis with the current sample indicated excellent interitem reliability for the Global Guilt subscale, Cronbach's alpha ϭ .95.
Negative trauma-related cognitions. Negative traumarelated cognitions were measured using the Posttraumatic Cognitions Inventory (PTCI; Foa et al., 1999 ). This 36-item self-report measure contains three subscales: Negative Thoughts About the Self (e.g., "I am a weak person"), Negative Thoughts About the World (e.g., "People cannot be trusted"), and Self-Blame (e.g., "The event happened because of the way I acted"). Responses were made on a scale from totally disagree (1) to totally agree (7). Responses were anchored to participant's IPV experiences. High convergent validity with other scales that measure trauma-related cognitions has been noted (e.g., Foa et al., 1999; van Emmerik, Schoorl, Emmelkamp, & Kamphuis, 2006) . The subscales of the PTCI have good internal consistency: Negative Thoughts About the Self (␣ ϭ .97), Negative Thoughts About the World (␣ ϭ .88), and Self-Blame (␣ ϭ .86, Foa et al., 1999) . Analysis with the current sample indicated good interitem reliability for Negative Thoughts About the Self (␣ ϭ .94), Negative Thoughts About the World (␣ ϭ .87), and Self-Blame (␣ ϭ .82).
Procedure
Procedures were reviewed by the university's institutional review board. After informed consent was obtained, the LEC and BDI-II were completed. Then each participant was interviewed individually, first with the IPV Interview, followed by the CAPS. She then completed the remaining questionnaires. Following the assessment, the participant was given feedback concerning her evaluation, debriefed, and provided with community referrals for additional services, where appropriate.
Data Analytic Approach
Data were examined for skew, kurtosis, and univariate outliers, following recommendations provided by Tabachnick and Fidell (2013) . All variables fell within acceptable guidelines for skew and kurtosis and no outliers were noted. Zero-order correlations were examined to document the bivariate associations among measures of depression, anxiety, shame, and guilt and each of the PTCI subscales. These values also were used to examine multicollinearity, and based on guidelines suggested by Tabachnick and Fidell (2013) , no problems were observed. A multivariate multiple regression analysis was conducted using GLM, incorporating the three PTCI subscales as dependent variables. Because previous work has highlighted the association between PTSD symptoms and dysfunctional posttrauma cognitions, our analytic approach included the CAPS-Total score in the analysis. This approach controls for the contribution of specific PTSD when examining the role of various negative emotional states to dysfunctional cognitions. Measures of depression (BDI-II), anxiety (BAI), shame (ISS), and guilt (TRGI) were entered as independent variables. In the event of a significant overall model, parameter estimates were computed for each dependent variable. Effect sizes (partial eta squared) were computed and interpreted using Kirk's (1996) metric, wherein an effect of 0.01 is considered small, 0.06 is considered medium, and 0.14 is considered large.
Results
Zero-order correlations, means, and standard deviations of all variables are presented in Table 2 . As noted, each of the PTCI subscales showed significant correlations with the negative emotion measures. The sample as a whole reported moderate levels of depression on the BDI-II and moderate levels of PTSD symptoms on the CAPS-Total. Using Pillai's criterion, the model was significant, F(9, 309) ϭ 3.04, p Ͻ .002. As noted in Table 3 , the CAPS-Total, BDI-II, and ISS emerged as significant predictors of negative thoughts of the self, with a small (partial eta 2 ϭ .04) effect noted for the CAPSTotal, a medium (partial eta 2 ϭ .06) effect noted for depression, and a large (partial eta 2 ϭ .29) effect noted for shame. Thus, higher levels of depression, shame, and PTSD symptoms are associated with higher levels of negative thoughts about the self.
When examining significant associations with negative thoughts about the world, only guilt emerged as significant, with a small This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
BECK, REICH, WOODWARD, OLSEN, JONES, AND PATTON
T2 AQ:5,T3
APA NLM
(partial eta 2 ϭ .04) effect size. Thus, higher levels of guilt are associated with higher levels of negative thoughts about the world.
When examining significant associations with self-blame, the CAPS-Total, BDI-II, ISS, and TRGI-Global Guilt measures were each significant. PTSD symptoms showed a small to medium (partial eta 2 ϭ .08) effect. Shame demonstrated a medium to large (partial eta 2 ϭ .13) effect, as did guilt (partial eta 2 ϭ .12). Surprisingly, depression showed a small (partial eta 2 ϭ .04) effect in the opposite direction, as was hypothesized. It is quite possible that this finding reflects a suppression effect, which is not unusual when shame and guilt are entered within the same model (Paulhus, Robins, Trzesniewski, & Tracy, 2004) . Thus, lower levels of depression and higher levels of shame, guilt, and PTSD are associated with higher levels of self-blame.
2
Discussion
This study examined concurrent associations of anxiety, depression, shame, and guilt with dysfunctional trauma-related cognitions, specifically negative thoughts about the self, negative thoughts about the world, and self-blame, among women who had experienced IPV and abuse. Higher levels of shame and depression were significantly associated with higher levels of negative thoughts about the self. An increased level of guilt was the only significant finding in the analysis involving negative thoughts about the world. Lastly, lower levels of depression and higher levels of shame and guilt were significantly associated with increased levels of self-blame (although the former finding could be the result of a suppression effect; Paulhus et al., 2004) . Each of these analyses controlled for the already well-established association between negative posttrauma cognitions and PTSD symptoms, indicating that the significant associations between negative emotions and dysfunctional trauma cognitions were distinct from symptoms of reexperiencing, avoidance, emotional numbing, and hyperarousal. PTSD symptoms emerged as an additional significant predictor in the analyses involving negative thoughts about the self and self-blame, but not in the analysis involving negative thoughts about the world. As reported by J. G. Beck et al. (2004) , associations between PTSD symptoms and specific forms of dysfunctional trauma cognitions seem to vary depending on trauma experience. In this earlier report, a nonsignificant association between self-blame and PTSD was noted in survivors of serious motor vehicle accidents. As such, the findings of the current report are likely specific to survivors of IPV. Contrary to prediction, anxiety did not emerge as a significant predictor in any of these analyses. These findings indicate that once the specific symptoms of PTSD are considered, anxiety as an emotional state, as measured in this study, does not play a major role when placed alongside other negative emotions in its association with dysfunctional trauma-related thoughts. The results support the role of a range of negative emotions in trauma-related cognitions, although the effect sizes ranged considerably, from small to large, across variables, suggesting differential associations depending on the nature of the dysfunctional, trauma-related thought under consideration.
These results enhance our understanding of non-fear-based emotional states, as they occur following interpersonal trauma. As noted, despite bivariate correlations ranging from r ϭ .30 to 0.63 between self-reported anxiety and trauma-related thoughts, anxiety did not emerge as a significant factor when considered in concert with other negative emotions. Although the sample as a whole endorsed experiencing fear, helplessness, or the perception that they could die during the IPV, ongoing anxiety was not a notable contribution to dysfunctional posttrauma cognitions for these women when examined within the context of other negative emotional states. Depression, guilt, and shame, on the other hand, showed small to large effect sizes in association with these negative posttraumatic thoughts. Although the unexpected association that was noted between lower levels of depression and increased 2 At the suggestion of a reviewer, we repeated these analyses using the Impact of Event Scale-Revised (IES-R; Weiss & Marmar, 1997) , a selfreport measure assessing subject distress related to traumatic events. The overall model was significant using Pillai's criterion, F(9, 309) ϭ 2.66, p Ͻ .01. Similar findings were noted for the negative thoughts about the Self subscale, with the exception that PTSD was not significant when assessed using the IES-R, unlike the model involving the CAPS. For the Negative Thoughts About the World subscale, no predictors were significant, whereas guilt emerged as significant for the analysis using the CAPS-Total. As well, for the Self-Blame subscale, only the ISS and TRGI-Global Guilt scales emerged as significant predictors, a finding that differs somewhat from the results obtained when using the CAPS-Total, wherein both PTSD and depression were also significant. However, it should be noted that the IES-R and CAPS contain slightly different items, which may account somewhat for the discrepant results. Because the CAPS is regarded as the "gold standard" assessment instrument for evaluating PTSD and is less likely to measure general distress, it was selected for this article. This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
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As noted by Resick and colleagues, persistent negative emotions are typically associated with dysfunctional beliefs that have become extreme or exaggerated for the trauma survivor (e.g., Chard, Schuster, & Resick, 2012) . It would be useful to explore why guilt appears to show a significant association with negative thoughts about the world in this sample, particularly in juxtaposition with the lack of association with anxiety. It is possible, for example, that elevated levels of guilt in this context reflect personal "ownership" about selecting an abusive romantic partner in a potentially dangerous world. Elaborating our understanding of the meaning of negative emotions can assist in delineating trauma-specific facets of dysfunctional posttrauma cognitions. Guilt following IPV may reflect perceptions of overresponsibility for the violence and abuse, whereas guilt among survivors of serious car accidents may reflect accurate perceptions concerning their careless driving. In keeping with available theoretical models of interpersonal trauma (e.g., Charuvastra & Cloitre, 2008; Herman, 1992) , thoughts concerning the self (negative thoughts of self and self-blame) showed stronger associations with negative emotions relative to negative thoughts about the world. As the field expands to empirically explore interpersonal forms of trauma, greater understanding of how negative emotions and dysfunctional trauma-related thoughts interrelate can greatly enhance our conceptual models and, by consequence, our interventions.
Another aspect of these findings that deserves comment is the relatively pervasive role of negative emotion in self-blame. As noted, PTSD symptoms, shame, guilt, and depression showed significant associations in this analysis. The current findings contrast somewhat with those of DePrince, Chu, and Pineda (2011) , who explored a range of posttrauma appraisals in association with PTSD, depressed mood, and dissociation. Unlike the current report, self-blame showed a significant positive association with depression across three samples (male and female undergraduates, women who had experienced childhood abuse, and women who had experienced nonsexual IPV). In light of theoretical discussions concerning the radiating psychological impact that interpersonal trauma creates (e.g., Herman, 1992) , it is not surprising that self-blame emerged with significant associations across several negative emotional states, although the role of depression deserves closer examination given mixed findings. Continued study of related dysfunctional posttrauma cognitions, such as alienation, can expand our evolving understanding of complex trauma (see DePrince et al., 2011) and may have important clinical implications.
Similar to other findings by DePrince et al. (2011), anxiety did not show significant associations with dysfunctional cognitions among women who have experienced IPV, when statistically controlling for PTSD symptoms. DePrince and colleagues (2011) raise an interesting speculation concerning this lack of association, hypothesizing that sample participants who are assessed closer in time to the occurrence of their trauma might report higher levels of anxiety and show greater associations between anxiety or fear and other trauma-related outcomes. Unfortunately, the subsample of women who were no longer involved with their abusive partner was too small to power additional analyses to examine this hypothesis. Future studies are needed to explore whether this speculation is supported. This hypothesis raises the issue of whether negative emotions change or evolve posttrauma, particularly among survivors of interpersonal trauma. It is possible that individuals who recently experienced a complex trauma will experience anxiety associated with dysfunctional trauma-related thoughts. Over time, these emotions may change, to reflect greater associations between depression, shame, and guilt and dysfunctional cognitions. Understanding potential trajectories can inform our emergent definition of PTSD, which has increasingly included greater emphasis on negative emotions and dysfunctional cognitions. It is possible, for example, that as dysfunctional cognitions become more frequent and more believable to the trauma survivor, the range of negative emotions expand beyond anxiety and fear. Ideally, longitudinal data are necessary to explore speculations such as this one and to assess whether dysfunctional cognitions show changing associations with various forms of distress, including PTSD and depression. This type of study can readily assist in expanding our diagnostic understanding of PTSD, particularly in light of proposed changes to the criteria that focus on negative emotional states.
In considering the present findings, it is important to note that the current report has a number of limitations. Perhaps most notably, the measure of anxiety that was used in this report could have affected the results. Because the BAI primarily assesses the physiological aspect of anxiety, it is possible that different findings would emerge with an anxiety instrument that includes both cog- nitive and physiological aspects of this emotional state. Unfortunately, alternate anxiety measures were not available for this report. As well, the sample was recruited because of mental health needs, suggesting elevated levels of negative emotions and dysfunctional cognitions. It is possible that different associations than noted in the current report would be observed in less distressed samples such as unselected community samples or undergraduates who have experienced IPV. Third, given the cross-sectional nature of the data, it is impossible to determine cause-and-effect relationships between negative emotions and dysfunctional trauma-related cognitions. Current models suggest that negative emotions are the result of dysfunctional posttrauma cognitions (e.g., Foa & Riggs, 1993; Resick & Schinke, 1993) , although these models have not been tested with individuals who have experienced complex trauma (e.g., J. G. Beck, et al., 2012) . Longitudinal data could begin to clarify causal pathways in the association between negative emotions and dysfunctional cognitions. Fourth, the sample was restricted to women only. Although both men and women can experience IPV, much of the available literature has focused on women's adaptation, given their higher likelihood of psychological distress following IPV. It is possible that guilt and shame might show different associations with dysfunctional cognitions in males and females who have experienced IPV. As noted by Kimerling, Ouimette, and Weitlauf (2007) in a review of gender issues in PTSD, a number of conceptual issues surface when considering differences between men and women with respect to the constructs that we use to explain posttrauma reactions. Clearly, this is an area that could profit from greater empirical work. Lastly, future studies are needed to articulate the pathways linking negative emotions with dysfunctional trauma-related cognitions and to explore how these associations are related to specific mental health conditions such as PTSD and depression. In light of proposed diagnostic criteria that recognize a broad range of negative emotional states, it seems particularly intriguing to consider associations between emotional states, posttrauma cognitions, and mental health conditions. Although the current report begins the line of inquiry, it will be important for additional studies to consider whether differential associations are noted between specific mental health conditions as opposed to more general distress. The clinical implications of the current data suggest several avenues for future research. In considering the associations between concurrent negative emotions and dysfunctional cognitions, one could begin to enhance available interventions that target self-blame, particularly given the pernicious nature of this cognition with respect to negative mood states. Although targeted interventions have evolved to address trauma-related guilt (e.g., Kubany & Ralston, 2006) , there is little discussion about how to intervene effectively with self-blame among survivors of complex interpersonal trauma. As cognitive processing therapy addresses the range of dysfunctional cognitions (Resick & Schnike, 1993) , it may be important to focus in particular on self-blame in this intervention. Continued understanding of self-blame as both a target of treatment and a facet of more complicated cases of PTSD will help our conceptual models expand in order to address emotional states other than anxiety. In sum, the current report begins to examine the concurrent associations between negative emotional states and dysfunctional trauma-related cognitions. Although preliminary, these data highlight several important directions for future research-work that may enhance our ability to effectively and efficiently treat these individuals.
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